The clinical and pathological findings in two patients with non-Hodgkin's lymphoma and two patients with T helper cell prolymphocytic leukaemia affecting the heart are described. All four patients had extensive malignant disease, with infiltration of multiple organs. Cardiac infiltration varied from microscopic foci in one case, to grossly identifiable tumour deposits destroying and replacing normal heart structures in three cases. Two patients with infiltration of the conduction system had abnormal electrocardiograms and cardiac dysfunction: one died suddenly, and the other died in heart failure. A third patient with widespread cardiac lymphoma did not show any electrocardiographic abnormalities or dysfunction. Clinicians should be aware of the possibility of cardiac and conduction system disease, particularly in the light of the evolution of specific antitumour chemotherapeutic agents.
There is growing awareness of both the pathological appearances and the clinical effects of infiltration of the heart in diseases affecting several organs. Diminished myocardial function and the production of conduction defects have been reported in systemic amyloidosis,'-6 Wegener's granulomatosis,7 9 systemic lupus erythematosus,10 rheumatoid disease,"1 polyarteritis nodosa,12 13 ganglia overlying, and associated with, the superficial aspects of the sinus node (fig 4) . 16 The left bundle branch was also diseased (fig 5) .
Discussion
Roberts et al"7 carried out a necropsy study of 196 patients with malignant lymphoma and found cardiac disease in 48 cases. Of the lymphoma subtypes, cardiac infiltration was seen in 16% of the patients with Hodgkin's disease, 25% of the patients with nonHodgkin's lymphoma, and 33% of the patients with mycosis fungoides. Of these 48 patients, lymphoma was identified grossly in the heart in 27 cases and found on microscopical examination alone in 21. The most common disease sites were the pericardium and epicardial fat, particularly in the atrioventricular sulci. Nodular deposits within the cardiac chambers were also found. There were electrocardiographic abnormalities in 66%, and these were mainly sinus tachycardia and ST-T wave changes. When they compared these patients with a control group, they found that in only few cases were the electrocardiographic changes attributable to lymphoma. In five patients the degree of tumour infiltration was sufficient to cause either congestive heart failure due to myocardial lymphoma, or electrocardiographic abnormalities because of right atrial and interatrial septal tumour deposits. Two cases of mycosis fungoides had several abnormalities as a result of right atrial disease, including atrial flutter, fibrillation, right bundle branch block, and atrioventricular dissociation. They concluded that there was a noticeable discrepancy between the incidence of cardiac lymphoma and the ' 4 lack of dysfunction it produced. This is reflected in case 3 of the present study, r '-where despite extensive cardiac lymphoma-even 
